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e I T LTS
: 445074 8. WiNG 10/10/2012
NAME OF PROVICER Ot SUPPLER STREEYT ADDRESS, CITY, STATE, ZIF CODE
1 1850 OLO KNOXVILLE ROAD
CLAIBORNE COUNTY NURSING HOME TAZEWELL, TN 37879
N0 - SUMMARY STATEMENT OF OEFICIENGIES w PROVIDER'S PLAN OF CORRECTION (K}
PREFIX CrNe : (EAG N SHQULD BE COMPLETION
Tho | | REGULATORY OR LoLIDDHTIVING ety | FoEOX . caossngl?ggggﬁeg‘gﬁenpnmm g
F 000 { INITIAL COMMENTS | Fooo!
: AMENDED: Oclober 22, 2012.
. Ani annuatl recariification survay and complaint
| investigation #29354 were completed at
} Clalbormne County Nursing Home on October 10,
. 2012, No deficiencles were ofted related to
i complaint investigation #26354 under 42 CER
{ Part 483, Requirements for Long Term Cars
! Peciities. F278
F 278 ; 433.20(g) - {j) ASSESSMENT F278] Resident # 8, identified in this
§8=0 | ACCURACY/COORDINATION/CERTIFIED deficient practice will have her
arterly Minimum Datz Set
: Tg;?dassassment must accurately reflact the L?:damd z:, reﬂect“zwramly her
I A registored nurse must conduct or coordinate Coordinator at the next scheduled
! each assessmont with the appropriste update.
| paricipation of health professionals, : Responsible Person: MDS
{ A reglstered nurse must sign and cerfify that the , :
1 . % 2,
: assessment is completed, ; Completion Date: 11/27/2012. Yortia
| Each individual who completes a portion of the All other Residents utilizing low
| assessment must sign and certify the accuracy of | beds are being ng‘i to identify
; that portion of the assessment. any reported “roli onts™ not included
. as falls on their Quarterly Mininrmm
- Under Medicare and Medicakd, an individual who Data Sets. Any identified
!"wiltfu!}y and knowingly vertifies a material and deficiencies will lave accurate
) false statementin 2 residant assessmant ls puraber of “roll outs” classified as
- subject 1o o civil money penalty of not move than falls on their next scheduled
| $1,000 for each assessment; or an Indvidua) who on tueir s
! willfuliy and Knowingly causas another individual Quarterly MDS.
i to certify a maleriai and false statement in a Responsible Person; MDS
residett assessment s subject to a ¢l money Coordinator
penalty of not more than $5,000 for aaoh -
assessment,
LABORATGRY GIRGGTOR'S OR RROVIDER/GUPPLIER REPRESENTATIVE'S SIGNATORE TILE : ‘ e DATE
7 S Lropn Aotrasneg Toatby /2f2¢ 2012

Any doficisncy statomon! endling with an axterisk () dancles o deficiancy which tha nslitulion muy be excused from corracting providing il ks daletminod that

other safeguands provido sufficlant protsction to the patlents. (Sea instructions.) Except for nursing homos, tha findings sinlad above are disclosabla 90 days
following the date of survey whathor or not a plan of comrection I8 provided. For nursing homes, 1he above findings and plans of correction are declosables 14

days foliowing the dats thise documonts are mado avaliabla 1o tha fackdy, Hdoficlonchs are cited, an approvad plan of commogtion I3 roguisiia bo continued

program portigination,
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445071 & WG 10/10/2012 |
NAME OF PROVIGER QR SURPLIER BYREEY ADDRESS, CITY, STATE, ZIP CODR
1850 LD KNOXVILLE ROAD
CLAIBORNE COUNTY NURSING HOME TAZEWELL, TN 37879
a0 - SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION X3}
CORRECTIVE ALTION SHOULD BE COUMPLETION
T R | B | oBRisgEewdmuene, [ off
]
|
F 2?’8[ Continued From page 1 F278| The MDS and PPS coordinators _
; Clinical disagreement does not constituta a ¢ have been educated to mcluc!e “roll |
+ material and false statement, . out of low beds™ as a fall, using the
i : { state definition of a fall being any
! ;‘his REQUIREMENT Is not met as evidenced unplanaed change of plare.
; oy .
. Based on medical record review, review of facilily :  They were also instructed to
| Investigation, and interview, the faclty falled to | aconrately report these on Quarterly
accurately document tha number of falls on the MDS profiles.
Quarterly Minfmum Data Set for one rasident {8) Responsible Person: Director of
, of eighteen regidents reviewed. : Nursing
* | The findings Included: 2
| Resident #8 was admitted to the faclty on May ! All event reports will be rovigwed
: 11, 2011, and readmiited to the facllty on May . i by Director of Nurses or his
] 29, 2012, with diagnoses including Gastrostomy, designee and the MDS Coordinator
 Faliure (o thrive, Congestive Heart Fallure, to ensure that “roll cuts of low
. Hypoxemia, Rheumatold Arthritis, Vascular i beds” are reported on MDS as falls.
! Deamentla, and Psychosls. # of “low bed roll outs” reported per
Review of facility invastiyations ravaaled the _ Remdent +#of ﬁus#mpmffaﬂg per
resident had falis on June 12, 2012; June 15, Resident = the total # o
2012; July 4, 2012; July 18, 2012; July 20, 2012, documented on Quarterly MDS
July 29, 2012; August 14, 2012 and August 31, updates, This data will be collected
2012, for 2 total of eight (8) fafls batween June ' and aggregated by the MDS
; 12, 2012 and August 31, 2012, Coordinator and reported to the
¢ i ' i f Nursing and
Review of 8 Quarterly Minimum Data Set (MDS) . Director o v basi
dated Seplember 4, 2012, ravealas Administrator on a ) MDSY basis.
documentation the resident had one fail with RBSPOPSible Person:
 Injury slnce prior MDS Inftial Assessment dated Coordinator .
I June 11, 2012. o , o
: Interview on Octobar 8, 2012, at 3:00 p.an., in the
| Dining Room, with the MDS Coordinator, :
r confirmed the Quarierly MDS dig not accurately !
. document the number of falls the resident had l
t ' 1
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LEEARTMENT UFHEAL 11 AND HUMAN SERVICES o ) " "FORM APPROVED -
RS FOR MEDICARE & MEDICAID SERVICES OMB NO. 9838-0391
r ' ' U
RETLGS ISR | e ™[RR TR A AREY
445671 & Wing 10/10/2012
HAME OF PROVIDER OR SUPPLIER GYREET ADDRESS, CITY, STATE, 24 GODE
CLAIBORNE COUNTY NURSING HOME o e
" emio . SUMMARY STATEMENT OF DEFIGIENGIED T 1 PROVIDER'S PLAN OF CORREGTION &9 .
.  DEFIEN RECED {EACH CORRECTIVE ACTION SHOULD BE COMPL
F?ﬁ;u . ais%‘ronv OR &E‘.’ggﬁ?&m m?aﬂr«%"é"n ™ cnoss-ne#megggg TOYHE APPROPRIATE QaTz
I N m"
1
F 278 Coritinued From page 2 ) F'ﬂﬁ‘[ K|
. : experisnced since the prior MDS. . ORI ,
3221 483.25(g){2) NG TREATMENT/SERVICES » F 822 : : : in thi ite
$6=D | RESTORE EATING SKILLS i Residont ﬁ;;wmmﬁgﬁy g 1 i,
[ Based on the comprehansive assessment of a ;  the dato and time added 10 his
resldent, the facilty must ensure that a resklent ;  enteral feeding container, by the
who is fed by a naso-gastric or gastrostomy tube LPN providing resident care.
receives the appropriate troatment end services I Responsibie Person: Director of
lo prevent asplration preumonts, dianhes, | Nursing
vomliing, dehydration, metabofic abnormaftiles, S N
ard nasal-phanngeal ulcers and to restore, if | o
! Possbie, normal eating akm"f' The licensed staff member identified
! as involved in the deficient practice
{ This REQUIREMENT s not met as evidenced was reedncated by the Director of
| 8sed an obsarvetion and intsnveu the faclity arses on the Mportance of
) Ivetion a A {iance with facility policies
j falled to label and dte tube feeding solution for o e A
i orie resident (#5) of elghteen residents reviewad, and p! ing of enterel fredings.
| The fiadings included: 100% of Residents receiving
_ ngs included enteral feedings have been
Resldent #5 was admitted to the facitity on July reviewed to ensure feeding
15, 2009, and raadmitted to the faellity on June &, container is correctly labeled and
| Bivcass, Unonoi iuding Chrork i6dney ool ole Poreon
se, tro 8, Demen : Director of
Psychasis, Poripheral Vasoular Disease, ﬁzsmible k !
Gastrostomy, gnd Stage 4 Pressure Ulcer, \ P ot
Observation of the resident on October 8, 2012, . .
at 1;00 p.m.,, 2:00 p.m., 3:45 p.rm., and 430 p.Ja., I 100% of the licensed nursing staff
‘revealad the resitdent recelving conbnuous tube will be educated on the importance -
feeding aclition at 66 mi (milflitérs) per hourvia : of compliance with facility policy
pump and gastrostomy tube (a tube surglcally | and procedure with emphasis on
placed into the stomach through the abdominai labeling and dating enferal feeding
wall). Continted observation revealed the tainers. Attendance of education
solutlon was conlained Ina 1200 m! opague conianers. be verified b
| Plestic container with the manufacturer's label i session will be verified by
Evant 814414 Foelley 1O: TH1301 If eentinuation sheol Page -3 of 12
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WEFARTMEN T Ui HEEALLH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0038-0381
m : :

81 3"5&5"3‘?& qnenRE%uTemas ] M&m (2) MULTIFLE CONSTRUCTION M&%ﬁ%&@g‘!
. A BUILDING
: 445071 B WING 101172012
HAME OF PROVIDER ©R SUPPLIER STREET ADDRESS, CITY, STATE, 718 CODE
1850 OLD KNOXVILLE ROAD
(?LAIBORNE COUNTY NURSING HOME TAZEWELL, TN 37878
KO0 SUMMARY STATEMENT OF DEFICIENCIES I o PROVIDER'S PLAN OF CORRECTION £X5)
X ) ; TIVE AGTION SHOULD BE COMMETION
p??sm 1 &?ﬂ&%&%ﬂﬁmﬂ m NG INEGAIA avfr%:h Pe ca{mwossmm RENCGED T THE APFROPRIATE DATE
F 322 i Confinuad From page 3 F 3221 ¥322 continued
[ afﬁaégd ar%g:o date or ﬁmeh of admﬁl_gfrshtmﬁon wos '
| noted on the contalner or the line the ! participants signature on the “sign-
i container to tha resident. N | in” sheef.
[ . 1 ¥
- Intesview with LPN #2 on Octeber 8, 2012, at 4:35/ Responsible Person: Director of
 n.atthe 200 hall nursing staton, revesiod he Nurses
t administration of the salution began on Qctober ) . -
i 7, 2012, 2t 10:00 p.m., and confirmed the facility Compliance rate will be determined
. had failed to énsure the time and date of by the # of Residents enteral feeding
j administration was on the label, containers that are labeled and dated
F 328 i 463,26(h) FREE OF ACCIDENT F323)  iotal # of residents with enteral
88=p . HAZARDS/SUPERVISION/DEVICES . } feedings = rate of compliance.
{ The facillty must ensure that the resident E"”ggﬁf“ﬁ'}i"mﬂﬂm@m“ ted to
environment remalng as fres of accldent hazards be 100%. Daily walk throng
- 83 Is possible; and each resldant recaives : rounds by Charge Nurses will be
| adequate suparvision and assistance devices to used to collect compliance data.
| prevent accidents. The Charge Nurses will submit the
‘ data to the Director of Nurses, The
i Director of Nurses will aggrogate
. ,’ the data and report compliance rate
: - )
[ This REQUIREMENT s | t o thc Administrator and Medical
;' oy not met as ev denced g for m of
» Based on medical record review, observation, sustained compliance. This data
- review of facility invastigation, and interview, the will then be reported to the Quality
; ;aci!iw fagled to ensure proper use of safety Management Committee.
' devices for two residents (#8, #13), falied to Responsi : Director of
* properly ensure the safety afone resident {#8) Nurses ble Person r
 during trensfer using a Hoyer I, falied to - -+
j docurnent and ensure implementation of new ‘
! interventions to prevent future falls for one
, resident (#8), and failed fo transfer one resident
i (#12) per care plan, of eighteen residents
i raviewed. )
I The findings includad: : i
i j
Evart iD: 814411 Fachty 1D: TH1304 #contluation shoet Poge 4 of 12
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TEMEN
e T S
I
445071 8. WiNg 10/10/2042
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE. ZIP GQOE
oL 1850 OLD KNOXVILLE ROAD
BORNE CQUNTY NURSING HOME TAZEWELL, TN 37579
) 1D SUNMMARY STATEMENT OF DEFIGIENCIES s PROVIDER'S PLAN QF CORRECTION mgltij
DEF TION SHOULD BE SOMPLETION
TAG | FEGULATORY OR o6 AT | PRE CHOSG.REPERENCED TOTHE APPAOFRITE | BATE™
F323| Gontinued From page 4 F323
?ﬁ%ﬁr}t #8 ;vas adniittedtolomthe fags;fyw on May EF323
1 17, » 8nd raadmiited a facllity on May 3 i i .
29, 2012, with diagnosas Indluding Gastrostomy, poployee that was involved in 1y 112}
 Failure to Thrive, Congestive Hesrt Failure, the deficient practice involving
Hypaxemia, Rheumatold Adthrits, Vascular Restdent # 8 on 04/08/2012 was
| Dernentia, and Psychosls, counseled about the importance
: f making sure alarms are
i Review of the Quartery Mirimum Data Set ot m s
(MD$) dated September 12, 2012, revealed the applied and operating properly.
resident had severely impaired cognition and No forther occurr ences involved
! required extansive assistance with activiiesof | * this employee.
daby living {ADLs). Responsible Person; Director of
Observation of tha resident's reom on October B, Nurses
2012, at 2:15 p,m., ravealed alarms and motion
; Sensors to sach side of the residents bed and fall
Observation of the resident on October 8, 2012, the deficient practice involving
at :.j:g: p.m., oulside the second fisor nursa's’ Resident # 8 on 07/29/2012 was
Station, revealad the resident sitting in a rocking counseled about the importance
wheeichair with sensor alams to each side of the of meking sure alarms are
wheelichailr and a wanderguard braceie! attached - . 1
to the reskdent's right ankle. applied and working properly.
; No further occnrrences involved
i Review of facllity investigations dated October 1, this employee.
2011, Octobar 29, 2011, Novmber 2, 2041, Respo,,‘;ibl-’; Person: Director of
November 14, 2011, Dacember 29, 2011, and
: March 8, 2011, reveaied the resident had falls Nurses e
without infury, Continued review revealed
ir;terventions of "...colgrl‘igua low bead, '
! alarm...respond o alarms quitkly...Make sure Emp involved in
: bed alarm pad laying horizontal...continue low th dfg eentltlat m:: myowﬂed_
bed and alarms...continue low bed with fa)l mate © delicient praciics ivoiving
biiaterally...continve to keep fall mats at bedside l Resident # 8 on 09/19/2012 was
and respond 10 alarms, continue Jow bed.," counseled about the importance
. of following the Resident’s plan
Re.wfm of a facility investigation dated April 5, of care for the safety of the
Evan] 0614494 Faciity 0: ‘TN1301 ¥ continustion shoe! Pepe 65 of 12
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2012-10-22 13:50. Dept of Heatth-HCF 8655945739 >> _f '?/‘14‘ §
EHAR I MENT OF HEALTH AND HUMAN SERVIGES ‘ PORM APPROVED
CENTERS FOR MED E & MEDICAID SERVICES OMB 304

m‘r&ﬁ"tg Iggoqgcleﬂg}ss O MULTIPLE CONSTALCTION &8y pare EEUTRE\BEY .
EoTo A BULOING com
8. nina, 101012012
HAME OF PROVIDER OR SUPPLIER STREETADDRESS, CiYY, $TATE, ZIP CODE
1850 OLD KNOXVILLE ROAD
CLAIBORNE COLINTY NURSING HOME T. AZEWELL, TN 37679
XOID | BUMMARY STATEMENT OF DEFIGIENGES [ o PROVIDERS PLAN OF CORREGTION
(EACH DEFICIERGY EGTIVE B
| R at oS ra R, | e ,! St
3 - ' i
F 323 Continued From page 5 [ F323, Resident and employees. No
1 2012, revealed the resideni whils segted ina ! further accurrences involved this
! :rul}geld:malr in fr:mt af the se:iond floor siurse's I employee.
; on, Tiipped the wheelchair over without injury. i . - i
, Continued review of the fadllty investigation " | Responsible Person: Director of
raveglod alanm on wheelchalr *.,.was not {umed Nurses ~.
on...* g
i
| Review of fachity investigations dsted June 2, : .
2012, Jane 12, 2012, June15, 2012, July 4, 2012, Employee that was involved in
July 18, 2012, and July 20, 2012, revealed e the deficient practice involving
tasider;t had faltgo without !njura;. Review of tha Resident # 13 on 04/17/2012 was
facility nvestigations reveajed ntervertions of unsel importan
"..alorm on resident at all imes, instructed c;) .ed abomthth;ﬁ'dm o
i daughter...Place balsters on sides of of making sure the Resi .
| bed..monitor frequently, maintain aloms, PT alarm i3 applied and operating
! (physical therapy) Screen...continue use of low t propesly. No further occurrences
. whmanarnd ughmmwgnor m:gdanmeguanﬂy | involved this employee.
estoss .Eontinue od and ! e
{ respond 10 larms as quick as possible..* - | Responsible Person: Director of
; Continued review revaalod no new Interventions Nurses
 implemented ‘o prevent further fafis on ’ ’
1 OF July 4, 2012, or July 20, 2012, ] [
. . involved in
| Review of a facilly investigation dated Juy 20, Bmployee that was invo,
1 2012, revealed the resldent had a falt on in the the deficient practice with
] rasrigengs m resuiﬂn&lg g? injury ttlz 't;’he Resident # 12 on 06/11/2012 was
. feslden inued ra “the faci unseled about the importance
investigation revaaled safety alarms were not cgfou -y x R:aidgm care
Sounding, mobile alarms did not detach fram fie o110t owing - :
resident, and *... mation sensor tumed off... AG plan for the safety of Resident
adaptor not plugged into alam,..” i 2nd employee. No further
. . ‘ urrences involved this
Review of facility investigations datad August 14, :cc lovee
2012 and August 31, 2012, revealed the rasident D 0Yee. ey p
had falls without Injury, Continued reviey Responsible Person: Director o
reveaied no new Interventions were implementad Nurses .
to prevent further fags after (he August 14, 2012, ! AT
!. fall. Continued review revealed interventions of '
EORM UMS.2687(02-29) Fraviaus Varcken Ghoolats Eveni tD: 844454 Faciitly i0x YH1apt If continsation shaat Page 8of12




Jan 17 2000 14:41 HP FaxCCHNH 4235262296 page 8

2012-10-22 13:50 Dept of Health-HCF . - 88559457390 5 _ ..\..'-.L.,E ?..{.1':’.,...
- DEFAKIMEN{ OF HEALTH AND HUMAN SERVICES - ' ‘ ' FORM APPROVED
~CENTERS FOR MEDI ‘ OMB NO, 0938-0391
ENI'-;T&JMEH;‘ g&gptdeucres X2} MULTIPLE CONSTRUGTION {ah gg;r‘%& SIE%UE;EY
RECTION A, BLILOING
445071 8. WiNG 10/4072012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1650 OLD KNOXVILLE ROAD
CLAIBORNE COUNTY NURSING HOME TAZEWELL, TN 37879
Xomw | SUMMARY SYATEMENT OF DEFIGIENCIES i D PROVICER'S PLAN OF CORRECTION 1 s
CTIVE ON SHOULD BE COMALETION
T ety | "R | omEemEmeciacuts, | =i
!
: I
F 823 } Continued From page 6 ] F 3231 With physician order, we have
! "...;nmftor mfg%quen];lye whan up in wic (wheelchalr) | i removed Resident #8 bilateral %
{ anu reposidon resident baok in w/c when needed, fength bed rails, as a new
; OT (oceupational therspy) 1 screen... P intervention to help decrease the
| Review of a facility investigatian dated Seplember number of repeated “roll outs” of
i :w?(hig:izj reveajsd the resident wgggropned ¢ lowbeds. All other furniture has
i njury during a transfer-to hy one staff “roll-
: PrSoN using a Hoyer it (device used to transfer | been moved from area of “roll
: fesidents who cannot safaly transfer themsetves). outs” to prevent mjury.
| Further review of the faciity investigation I Responsible Person: Director of

| ravealed, *,..should have x2 (times two) staff with _ Nurses
: transfors with if.." Medical racord review of the .

rovenod - oaed on sAeICertlﬂedzh?' -
" Only 1 CN urse .
Assistant) was presant at(tima of fall. 2 CNA (s) 100% of the Nursing Home
are supposed to be present during T# (transfer) +  direct patient care staff will be
| with Ii.., educated on the imporiance of
interview on Oclober 9, 2012, gt 2:46 p.m., with :  compliance with facility policies
the Director of Nursing (DON), in the DON'S and procedures and individual
;:hfgze, m“rﬂur:ﬂw s?fety gavicas in pf%%e at Resident’s care plan, for the
me of the residant's falls on April 5, 2012, i safety of the Resident and the
i and July 29, 2012, were not fungtioning property, taff Emphasis to be made on
| Continued Interview with the DON confirmod two : correct application of safety
, Stoff gm:geﬂ:;s wer?d mt;uvlzic: tpoa pre";ant ;Thﬂ: ‘ monitors and validation of their
, trans @ rasiaentuath a Hoyer Ift an | functionality. Emphasis will also
reswlent's care plan was not followed resulting in :
i 2 fall on September 19, 2012, 9 ;. bemade on the necessity and
: : importance of compliance with
_- rurﬂrgﬂ interview v.«l#: the DON cogﬁrnned NO NEW individual Resident’s care plans.
i interventions were implemented aftar falls on Attendance of education session
i ::ovember 14, 2011, December, 28, 2011, and will be verified by participants
1 March 31, 2012, . P,
: . signature on the “sign-in” sheet.
i Gontinued interview confirmed "ware not aware Responsible Person: Director of
of other Interventions (o be attampled” on Nurses “ ..

aditional falls which occurred on July 4. 2012, | - : RS

FIORM CMS-2587(02-00} Pravious Varziona Obaolala Event ;614411 FoeXity 1D: Yal13p1 (f conflnustion sheet Page 7 of 12
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VEFANE MEENT OF HEAL!H AND HUMAN SERVICES : T FORM APPREOES
CENTERS Fi EDICARE & MEOICAID SER : AT %ngg\;g _

STATEMENT OF DEFICEN '
ANOPUAN O commEeTin |1 SROVOENISUROUERIGIA | pegLrene consTauoron _ e h Ll
A BULDING
_ 445071 8. WING 10/10/2012
NAME OF PROVIDER OR SUPPLIER BTREET ADORESS, GITY, STATE, 2iP CODE
CLAIBORN _ 1850 OLD KNOXVILLE ROAD
£ COUNTY NURSING HOME TAZEWELL. TN S7579
X0 SUMMARY STATEMENT OF DEFICIENCIES R PROVIDERS PLAN OF DORRECTION )
m‘;"; REOOLATORY Of Lom oo e CEOEBV L, PR mmemmmmﬁ%m&%m e
i 1 i
i
F 323 ] Continued From page 7 .I F 923
l July 20, 2012, ang August 14, 2012, ' Compliance rate will be |
§ Reskdent#13 was admitted to the facility on dmed by mouitoring the #
I Seplember 11, 2010, with diagnoses lnzudhg . of Residents that have alam.:s
Cerebrovascular Accident, Altered Mental Status, . that are attached and operating
{ gld Myocardial Infarction and Parkinson's ; properly / total # of Residents
! tsaase. with alarms in use = rate of
| Obsatvation of the residet in the resident's compliance. Expected
: rt:mrn.l g;u ﬂ?ctob% 10, Ifdmzf at 9;45 am., compliance is expected to be
| revea © rasident lying in bed with a ful 100%. Daily walk throu
padded side rall up on the right side of the bed. lgs b aﬂzensed staﬂ'g:ﬂ be
: Continusd observation revealed an aiamm rounds by : .
j hanging from the side rall of the bad, used to gather compliance data in
: . of & Faciity Investigation . conjunction with daily
i Reviewofa astigation dated Apri! 17, ' nitoring of each event report,
1 2012, reveatad .. .found R (resident) on BR *1;'11? ﬁ;mgngedomﬁ‘“zﬁ l]tn:wif.if,ert
. (bedroom) SOB (side of bed)...alarm sttacked to © - WL pr
R and bed still...” Further review revealed, the data to the Director of
“...mmake stire moblle alarm is atiacked to bedraf Nurses. The Director of Nurses
| where wil! not shide with resident will aggregate the data and report
| inferview on October 10, 2012, at 10:20 a.m, the compliance rate to the
! with the DON, in the DON's office, confinmed the ;. Administrator and Medical
faclity had falled to ensure the safety alamns - Director on a monthly basis.
were applied carrectly t alert staff of unassisted Monitoring will continue until
transfers. ‘ compliance rate of 100% is
Rosident #12 was admitted fo the faclityon | i obtained and maintained for at
| i_l,aniuary g.’. 20I12. with diagnoses of Renal least 3 consecutive months,
ialysls, Chronic Kidney Disease, Matalse and Responsibie Person: Director of
‘ Fatigue, and Diabotes Mellitus Type Il . Nurses
" Meaical record roview of tha Care Plan revaaled - RS
the resident fell on May 2, 2012, with no injury, -
; and the Care Plan had been updaled to include
| Interventions to prevant falls including “...assist of
| two for transfers, . * |
! {
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445071 B. Wina 1001022042
MNAME OF PROVIDER OR SUPPLIER STREEY ADORESS, GITY, §TATE, ZIF GODE
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. S0 i 3
k| SR RS | oy || et T
TAG REGUIATORY OR LEC IDENTIFYING INFORMATION) TAG GRUSE-REFERENCED TO THE APPROPRIATYE OATS
. ’ REFIGIENGY)
. F$23 Continved From page 8 ' F323
! 9 | Bullet # 2 of POC For F323
Cortinued medical record review of the Care Flan, t ) )
revealed the resident fell again on June 11, 2012, ;  100% of residents with alarm
and was updated to include ", Resldent was ! devices and side rails were
loweread o floer during transfer with assist x4, - checked by Charge nurses for
 Resident needs assist x2 for safa transters...” : , functioning alarms and proper
. 10/11/2012. 100% of
Review of 5 facility investigation dated June 11, i pl.ufement
2012, revealed " transfer with assist of one with {  devices checked were found to be
fall...care plan called for assist of two...educate | - praperly attached and with
CNA {Certifisd Nixsing Assistant) on following ’ fimctioning alarm. Only the one
care plan for agsist of iwo on transfers., PT bedrail of Resident # 8 required
(Physical Therapy) to evalyste,. ™ | intervention, Daily assessments
. . __ i de by licensed personnel.
Interview with the Assistant Director Nurs o + - T
(ADON), in tha DON's oifice, o Oepetes a0, | reeponsible Person: Director of
§ 2012, at 10:20 a.m., confirmad the residents fal Nurses
[ on June 11, 2012, was the résult of the CNA, not i
| toliowing the care plan, -
F 441, 483,65 INFECTION CONTROL, PREVENT F 441
SE=pD, SPREAD, LINENS
The facifity must establish ard maintain an
« Infecton Contro! Program designed to provide a
1 safe, sanitary and comfortable environment and ;
fo help pravent the development and transmission
! of disease and infection,
| () Infaction Control Program
The facliity must establish an Infection Contro!
Frogram under which it -
(1) Investigales, controls, and pravents infactions
itk the facility; :
(2) RDecides what procedures, such as Isolation,
sheuld be applled to an individual resident; ang .
(3) Maintaing a record of Incidents and correciive ‘ I
actions ralated to Infections.
It sontinuation ahast Page 9of 42
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T LUtE~TU=LZE 13521 Uept 0T Health-Hut . BRDIYHI(DY 7 e E W
UEFAN IMEN | OF HEALTH AND HUMAN SERVICES , . : o FORM APPROVED
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- . oN X3) DATE SURVEY
ﬂﬁm%mm“nﬁ* s IOENTIFCATION Nm 2 Mtn.‘fn"l.E GONSTREET ¢ COMPLEYED .
A BULDING
f
445071 8. Wike 101102012
NAME GF PROVIDER OR SUPPIIER STREET ADORESS, CITY, §TATE, 2P LODE
1850 OLD KNOXVILLE ROAD
CLAIBORNE COUNTY NURSING HOME TAZEWELL, TN 37879
41D - SUMMARY STATEMENT OF DEFIGIENCIES o | PROVIDER'S PLAR OF CORRECTION ]
. (EACH (EAGH CORRECYIVE ACTION SHOULD BE COMPLETION
Pﬁg“ E mm??ﬁ?»‘%‘fé‘éﬁ'ﬁéﬁ'ﬁﬁé’fm& ’#i"é"‘ ; mos&nmna% Eﬁ gYu)E AP2ROFRIATE DATR
1
. F 323, Continued From page 8 ' F 323I
Continued medical record review of the Care Plan ! .'
revealed the resident fell again on June 11, 2012, . i
and was ypdated to include *...Resident was !
! loweted to floor during transier with assist x4,
' Resident needs assist x2 for safe transfars..”
Review of a facility investigation datad June 11, i
2012, revealed "...transfer with assist of one with
fall..care plan caliad for assistof two...educate | -
CNA (Certified Nursing Asslstant) on following
care plan for asslst of (wo on vanstfers...PT
{Physlcal Therapy) to evaluate.,,,”
I Intarview with the Assistanit Ditector of Nursing
" {ADON], in the DON's office, on October 10,
j 2012, at 16:20 a.m., confirmed the resident’s fall !
on June 11, 2012, was the resultof the CNA not (
l following the care plan,
F 441, 483,85 INFECTION CONTROL, PREVENT Fast] Fddl
$5=0; SPREAD, LINENS
The fadii ¥ . Immediately after the nurse :
ha ty must establish and mainiglin an aware identified
i infection Control Program designed to provide a g:cﬁnmit racﬁziti?lev:)lving [ 1] 1)
safe, sanitary and comfortable environment and \ cem p
to help prevent the deveiopment and trarsmission Resident # 3, the undated
| of diseass and infection. - nebulizer mask was removec! and
i replaced with 2 new mask with
(a) infaction Contro! Program mask
The facliity must establish an infection Control date placed on the ma i ord
Program under which i - 100% of Residents with orders
(1) Invastigates, controls, and prevents infactions : for nebulizer magks/treatments
(%) borios hat proced h s Isolation were checked to make sure
ec at procedures, gueh as [solation, )
should be applied to an individual resident; and t masks were ‘gea“ ‘“_‘dgmd Fof
{3) Malntzing a record of incidents and corrective | Responsible Person: Director o
actions related to infactions. Nurses
if centinudtion shast Pags Hef12
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DEPARTMENT OF HEALTH AND HUMAN S8ERVICES ) ' FORM ARPROVED
| 1D SERVICES : QME_NQL@_'%&-% 1
ol (%3} DATE SURVEY
TeTURI SIS 10 PODBITEG (MM colaTe COMPLEYED
445071 B WING 10/1012012
NAME OF PROVIDER OR SUPPLIER STRERT ADDREAS, CITY. 8STATE, ZIP GUOE
GLAIBORNE COUNTY NURSING HOME TPEWELL TN 37878
{0 - BUMMARY STAYEMENT OF DEFICIENGIES ! mmwm%ﬁ .
sgrggnx (EAGH br%%n“? snésuss-sapaﬁeﬁuosn m%, p}n.fgx tEAcHDO TE?,GT%E PP RIAYE oLeT
, : :
F 441 | Continued From page8 © Fa41r
- {b) Praventing Spread of Infecllon : . .
(1) When the Infection Control Program 100% of the licensed nursing
i determilnnicg thata éesfl?efw& lscf:alzhnc:; to o staff will be educated on the
: prevent the gpraad of In n, tha mu i i with
.! {2} Tl'?eﬂf‘:a;?ggnet?;t prohibit employees with a : ﬂm;feswaﬁlg ];argg:dur.es,
' communicable disease or infectod skin lesions . focusing on scheduled changing
« fromn direct contact with rasidents or thelr food, if ! and dating nebulizer masks ona
" direct contact will iransmit tha disease. i weekly and PRN basis.
(3) The factity tust require steff towash thelr Attendance of education session
* hands after each direct resident contact for which . . -
hand washing is indicatod by accepted will be verified by participant
pmfesslonal practice, signature on the “sign-in” sheet.
X . Di
(c) Linens Mrmkﬂsponmme Person; Director of
Farsonnel must handle, store, process and .
transport inens o as to prevent ihe spread of ) N
infection.
i Compliance rate wiil be
' determined by the # of
This REQUIREMENT is not met as evidenced ! Resident’s that have nebulizer
- by: ' i masks that are dated and clean /
! aﬁsﬁé mlewmma @fémﬂm ?‘f’ {)m\r]dm poficy, | Total # of Residents with orders
: nterview, 6a i eatme:
sanitary, labeled, nebulizer facemask for one __for nebulizer n;lasks orIr egts
resident (83}, of eighteen residents reviewed, = rate of compliance. Expecte
' compliance is to be 100%. Daily
: The findings included: . walk through rounds by the
. charg: i ed 10
Resident 8 was admitied to the faclity on July B e e . Tho
31, 2008, with diagnoses of Gastrostomy Status, B2 mplance Catd
Dysphagla, Paralysis Agitans, Hematemesis, charge ourses will provide the
Senile Dementla, Gastroduodenal Disease, and data to the Director of Nurses
Malaise and Fatigue. _ who will aggregate and trend it.
* Observation of the resident during the initiat tour - The Director ofNursezmll then
on Oclober 8, 2012, at 10:50 a.m., revealed the report the compliance data to the
mini
Bvant 10:654411 " Frolty (D:TNI30T If continuation sheot Pape 10 of 12
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STA OF
woror R [ ORI, ot e R
’ A, BUILDING
445071 B wNG 1011012012
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
URSING HOme TAZEWELL. TN 37879
X0 | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {
PREFIX (BACH DEFICIENCY MUST BE PREGCEDED
| RSSO OR LSS v Mo | R | ARG EATONC B | oyl
: DEFIGIANGY)
! F Yy cownd.
Fad41. 'gos”::_r:::; f:" %ml Pag?a 10 Kin & clear plast | F441.  Director monthly for at least
P ebulizer face mask in a cear : i
bag was undated, without the resldent's name, three 1p0nth§ or upt:l s(;:itamed
and had a buildup of a yeliow substance inside compllan_ce 1s achieved for three
the mask, consecutive months, The
* Review of ity poiicy, © T Director of Nurses will report
; €W ol 1aciiity policy, Oxygen erapy, revised . : ality
October 2008, revealed "...Change handheid ! this data to thg Qu :
nebulixer setups weekly. Keep setup in plastic | management Committee )
bag when not in use, Iabaiad with residents nama bimonthly at scheduled meetings.
and data,,.”
. Interview with Licensed Practica Nurse (LPN) #1 ’
| in the residents' room on October 8,2012, at !
[ 10:53 a.m,, confirmed the nebulizer mask had a
| buildup of & yellow colorag substance and ¢fid not
! Ihetme ;a date c;f namsi- wrltt;n onit, Continued K514
i ‘nterview confirmed LPN #1 could not provide Immediately aft
y after staff became
. do
i geggrgggr%tgn of when the nebulizer mask had aware of the deficient practice
F 514 483,75(1)(1) RES F 514 identified involving Resident # /) / ] I _
$3=0 | RECORDS-COMPLETE/ACCURATE/ACCESSIR 13, the physician recapitulation e
 LE orders were placed on the chart.
| The facility must maintaln clinical records on aach Responsible Person: Director of
: resident in accordance with accepted professional Nurses
standards and practices that are complote: - Completion Date: 10/10/2012
accurately docurnented; readily aocessible; and
systematically organized, 100% of Resident medical
i The ciinlcal record must contain sufficient records were reviewed to make
| Information to identify the resident: a record of the sure that physician recapititlation
reslt;lent's asSessmtznts; the plan of care and orders were on chart and current. :
services provided; the results of any . <
preadmission screening conducted by the State: Responsible Person: Director of
' and progress notos. Nurses
i Completion Date: 10/12/2012
: This REQUIREMENT is not met as evidenced

FORM CMS-2867(02-60) Pravious Verslons Obaclata Evant [0:014414 Focldy ID: TN1201 If continuation sheat Page 11 of 12
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STATEMENT OF
el TS g
_ 445071 B. WinG 10/40/2012
NAME OF PROVIDER OR BUAPLIER STREET ADDRESSE, CITY, SYATE, Zif GODE
' 1850 OLD KNOXVILLE ROAD
GLAIBORNE COUNTY HURSING HOME TAZEWELL, TN S7679
o0 SULMARY SYATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION cola
TTAG | REGULATORY ORLSC IS RO BY P, P o%?a“mmwm;m“ Tome arrnorriTe | o
- F 514 | Continued From page 11 : Es14)  100% of physician recapitulation
i by: orders will now be completed
) tEasfggﬂ %1 ggcg reo]ord I:Iemw and lralgndawdﬁy every 30 days, with Resident
e maintain a current and rey ivi ;
 accessibie clinical record for ene rasident (#13) of charts divided relative w.nﬁ
I elghteen rosldents reviewad, ; room/floor assignment. is
. : I division will promote continuity
The findings included: and eliminate the possibility of
| Resig oversigli, |
! ent #13 was admitted to the f4cility on . :
September 11, 2010, with diagnoses including 100% of licensed nursing staff
Cerebrovascutor Accident, Altsred Ments! Status, awill be educated on this revised
Old Myocardial infarction and Parkinson's process and the importance of
DISBESQ. ma.llllfﬂ.ﬂliﬂg ﬂﬁs mla!ing .
! Medtcal record review of Physicien Recapitutstion schedule. Attendance of this
Orders revealed the Physician Recapltulation education session will be
Orders ware last signed and dated by the validated by employee signatures
Physiolan on July 27, 2012, and "...No order may on the “sign-in™ sheet
{ stand for more than 60 days..™ Continved ible P - i)irector T
{ medicat record review revealad no additions! Responsible Person: o
, Physician Recapitulation orders in the medicsl | Nurses
i record after July 27, 2012, ' o
} Interview on October 10, 2012, at B: 10 am., with . .
+ the Director of Nursing (DON) In the DON'S 100% chart review will be
- office, onfirmed Physician Recapitulation Orders conducted by Director of Nurses
| were not current and not in the rasident's char, ; designee{s) monthly by the date
i recapitulation is scheduled to be
: completed on each floor. # of
| charts with completed
' recapitulation / Total # of
' ! Resident charts due
; recapitulation = % compliance.
Expected compliance rate is
f 100%. The Director of Nursing
., will aggregate this data and ’
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A n YRUGTION ' BATE SRRV
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445671 B.WING 1011612012
NAME OF PROVIDER OR SUPSLIER STREET ADDRESS, CITY, STATE, ZIP GDDE
1860 OLD KNOXVILLE ROAD
GLAIBORNE COLNTY NURSING HOME TAZEWELL, TN 37879
o SUNMARY STATEMENT OF DEFICIENGIES LA PROVIDERS PLAN OF GORRECTION oS
X CEDED (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
PG ; R‘E‘é‘&%%%%’ﬁ%%&% 1mami%ﬁp ! "’%25"‘ cROSS-REFEﬂEgg;? nfgom'r%e APPROPRIATE DATE
- F 514 | Gontinued From page 11 | F514: F514 Continned
1 by
| Based on madical recard review and interview, report liance rate momnthl
the facility fafled to meintaln a current and readily comp li strato Y
,! accessibie olinlcal recond for one rasident (#13) of { wthe Admin r and S I
| eighteen residents reviewod, ‘ bunonthly at scheduled Qllﬂllty
: ; | Management Committee
The findings inclhuded: meetings. This will be done for
| Reskdent #13 was acmitted to the Facllity on at least 3 months or longer h‘.’m’l
. Septamber 11, 2010, with disgnoses incliding sustained acceptable compliance
Cerebrovascular Accidant, Altered Ments! Status, is achieved and maintsined. el
Old Myocardial infaretion and Parkinson's )
Digease,
! Medieal resord raview of Physician Recapliulation
Orders revealed the Physician Recapitulation
Orders were last signed and dated by the
A Physieian an July 27, 2012, and “...No order may
! stand for mora than 60 days...” Conlinued
medlcgl recard reviow revealed no additional
, Physician Recapiilation orders in the medical
| record after July 27, 2012,
i interview on Ottober 10, 2012, at 8:10 a.m., with |
: tha Director of Nursing (DON) Jn the DON's
. office, confirmed Physiclan Reoapltulation Orders
! wera not eurrent and niot In the resldent’s chart,
|
i
!
)
H
Fomcms-e.;omz-w;mm Varsins Obsolom . Evert I0:614411 Facility 12: T 1301 tf conthwation shaet Page 12 of 12



